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INTRODUCTION:  Gastric  polyps  are  usually  found  incidentally  during  upper  gastrointestinal  endoscopic
examinations.  These  polyps  are  generally  benign,  with  hyperplasia  being  the  most  common.  While  gastric
polyps  are  often  asymptomatic,  they  can  cause  gastric  outlet  obstruction.
PRESENTATION OF  CASE:  A  64  years-old  female  patient  presented  to our  polyclinic  with  a history  of  approx-
imately  2 months  of weakness,  occasional  early  nausea,  vomiting  after  meals  and  epigastric  pain.  A
polypoid  lesion  of  approximately  25  mm in diameter  was  detected  in the antral  area  of the  stomach,
which  prolapsed  through  the pylorus  into  the  duodenal  bulbus,  and  subsequently  caused  gastric  outlet
obstruction,  as  revealed  by  upper  gastrointestinal  endoscopy  of  the  patient.  The  polyp  was  retrieved  from
the  pyloric  canal  into  the  stomach  with  the  aid of a tripod,  and  snare  polypectomy  was performed.
DISCUSSION: Currently,  widespread  use of endoscopy  has led  to  an increase  in  the  frequency  of  detecting
hyperplastic  polyps.  While  most  gastric  polyps  are  asymptomatic,  they  can  cause  iron  deﬁciency  ane-
mia,  acute  pancreatitis  and  more  commonly,  gastric  outlet  obstruction  because  of  their antral  location.
Although  there  are  no  precise  principles  in  the treatment  of  asymptomatic  polyps,  polyps  >5  mm  should
be  removed  due  to the  possibility  of  malignant  transformation.
CONCLUSION: According  to the  medical  evidence,  polypectomy  is  required  for  gastric  hyperplastic  polyps
because  of  the  risks  of complication  and  malignancy.  These  cases  can be successfully  treated  endoscopi-
cally.
©  2014  The  Authors.  Published  by Elsevier  Ltd.  on behalf  of  Surgical  Associates  Ltd.  This  is  an  open
 the Caccess article  under
. Introduction
Gastric polyps are detected incidentally at a rate of 2–3% during
pper gastrointestinal (GI) endoscopic examination.1 These polyps
re mostly benign and of inﬂammatory, regenerative or hyperplas-
ic types.2,3 The most common type of gastric polyp is hyperplastic,
hich accounts for 85–90% of all cases.1,4 Adenomas account for
nly 5–10% of gastric polyps, and less than 1% of these lesions are
eported to have malignant changes.5 These polyps can be pedun-
ulated or sessile and are generally less than 20 mm in diameter.4
hile gastric polyps are commonly asymptomatic, they can cause
yspepsia, epigastric pain, bleeding due to ulceration, anemia and
astric outlet obstruction.6
We  present a patient with complaints of epigastric pain, nausea
nd vomiting after meals, who developed intermittent gastric out-
et obstruction by an antral gastric polyp as revealed by endoscopy.∗ Corresponding author. Tel.: +90 4642123009; fax: +90 4642123015.
E-mail address: ibrahimaydn@msn.com (I. Aydin).
ttp://dx.doi.org/10.1016/j.ijscr.2014.03.016
210-2612/© 2014 The Authors. Published by Elsevier Ltd. on behalf of Surgical A
http://creativecommons.org/licenses/by-nc-sa/3.0/).C  BY-NC-SA  license  (http://creativecommons.org/licenses/by-nc-sa/3.0/).
2. Presentation of case
A  64 year-old female patient presented to our polyclinic with a
history of approximately 2 months of weakness, occasional early
nausea, vomiting after meals and epigastric pain. Physical exami-
nation revealed no pathological ﬁndings other than mild epigastric
tenderness in the upper abdomen. Laboratory examinations of the
patient showed the blood values to be normal, with the exception
of a hemoglobin level of 10.9 mg/dL and a haematocrit of 35.6%. The
fecal occult blood test was negative, and colonoscopy of this patient
was normal.
On  upper gastrointestinal endoscopy, a polypoid lesion of
approximately 25 mm in diameter was  detected in the antrum
of the stomach, which prolapsed through the pylorus into the
duodenal bulbus to form gastric outlet obstruction (Fig. 1). The
polyp was  retrieved from the pyloric canal into the stomach
with the aid of a tripod, and snare polypectomy was  performed
(Fig. 2). Histopathological examination of the polyp revealed cys-
tic, dilated glandular structures, edema and mild inﬂammation
(Fig. 3). No ﬁndings suggesting intestinal metaplasia, dysplasia or
malignancy were detected. The patient was tested positive for Heli-
cobacter pylori which was treated. This case was  diagnosed as a
ssociates Ltd. This is an open access article under the CC BY-NC-SA license
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Fig. 1. Endoscopic image of the polyp, which prolapsed through the pylorus into
the duodenal bulbus and, subsequently, created gastric outlet obstruction.
Fig. 2. Endoscopic image shows the polyp retracted into the stomach from the
pyloric canal.
Fig. 3. Light microscopic image shows cystic dilated glandular structures, inﬂam-
mation and edema in the stroma (H&E, 40×).PEN  ACCESS
gery Case Reports 5 (2014) 287–289
hyperplastic polyp, and no pathology was found in the follow-up
endoscopy performed 2 months later.
3. Discussion
Currently, widespread use of endoscopy has led to an increase
in the detection of hyperplastic polyps, which account for approx-
imately of 85–90% of all gastric polyps. They are generally seen in
adults >60 years old.1,4 Polyps are lesions that are sessile or pedun-
culated, solitary and pinkish in color. While most gastric polyps are
asymptomatic, they can cause iron deﬁciency anemia, acute pan-
creatitis due to compression of ampulla of Vater following prolapse
into the duodenum, and more commonly, gastric outlet obstruction
because of their antral location.7,8
Most gastric hyperplastic polyps are <20 mm,  and the risks
of complications such as obstruction and bleeding increase with
increased polyp diameter.9 In this case, the polyp diameter was
25 mm,  which caused both gastric outlet obstruction and ane-
mia. Although in the medical literature there are reports of iron
deﬁciency anemia due to bleeding,7 in this case, the iron and iron-
binding values were within normal ranges. At the time of the gastric
outlet obstruction, there were no clinical ﬁndings in the patient
other than epigastric pain and occasional vomiting. However, there
were periods when no symptoms were experienced. Although we
believed that the anemia developed due to the polyp, in order to
exclude colonic pathologies, the patient also received colonoscopy
to rule out any colorectal pathologies.
There are still no generally accepted principles in the treatment
of asymptomatic polyps, polyps >5 mm should be removed due to
the possibility of malignant transformation. Some authors recom-
mend endoscopic follow-ups in patients with small hyperplastic
polyps to avoid polypectomy complications,10 while some other
authors stated that biopsy samples obtained with forceps are mis-
leading with respect to the polyp diameter and histopathology.11
In this case, polypectomy was  performed.
The treatment of gastric polyps is excision, either endoscopically
or surgically. Currently, endoscopic polypectomy is the recom-
mended treatment.11,12 In endoscopic excision, the procedure
becomes difﬁcult with increase in polyp diameter, and complica-
tions such as bleeding and perforation may  occur.13 There may
also be some difﬁculties in retrieving the polyps that have pro-
lapsed into the duodenum. In this case, we  encountered a problem
while retrieving the polyp into stomach, which was then solved
with the aid of a tripod. Polypectomy was completed without any
complications with a snare
In some studies, there have been reports of co-existing of H.
pylori and hyperplastic polyps. It has been reported that eradication
of H. pylori resulted in regression of the existing polyps, and pre-
vented new polyp to develop.14,15 Since this case was positive for
H. pylori, medical treatment for eradication and monitoring were
initiated.
4. Conclusion
According to the medical evidence, polypectomy is required
for a gastric hyperplastic polyp because of the risks of complica-
tion and malignancy, and these cases can be successfully treated
endoscopically. Endoscopic polypectomy allows for histopatholog-
ical diagnosis of the polyp and relief of the patient’s symptoms.
This also prevents any possible polyp-related complications. These
patients should be monitored for pathologies that may  have been
overlooked or may  develop in the future.
Written informed consent was  obtained from the patient for
publication of this case report and accompanying images. A copy
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